The prevalence of winter SAD was measured in two groups of adult Manitobans of wholly Icelandic descent, 210 resident in Winnipeg (50°N) and 252 resident in the nearby Interlake district (50.5°N), using the Seasonal Pattern Assessment Questionnaire (SPAQ). These groups live practically at the same latitude and are according to all indications genetically identical. The age-and-sexstandardized prevalence rates of winter SAD proved to be markedly higher in the Winnipeg population than in the Interlake population: 4.8% and 1.2% (p<0.001), respectively. This four-fold difference is evidently unexplained by genetic factors or a difference in latitude; its causes have yet to be discovered. (J Int Circumpolar Health 2002; 61: 17-20) Seasonal Affective Disorder (SAD) is here understood as a condition of regularly-occurring depression in fall and winter with remission during spring and summer (1, 2); this condition is sometimes referred to as "winter SAD".
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To date, most epidemiological research on SAD has been based upon the Seasonal Pattern Assessment Questionnaire (SPAQ), developed by Rosenthal and his colleagues (3), and of the SPAQ criteria for SAD developed by Kasper and associates (4). Sub-syndromal winter SAD (S-SAD), a milder form of the disorder, has also been described (4, 5). In order to generate results which are comparable with the bulk of earlier studies, the present study also relies on the SPAQ.
In a well-known investigation, Rosen, Rosenthal and coworkers used the SPAQ to measure prevalences of SAD and S-SAD at four locations along the Eastern Seaboard of the United States: Sarasota, Florida (latitude 27°N), Mont-gomery County, Maryland (latitude 39°N), New York City (latitude 40°N), and Nashua, New Hampshire (latitude 42.5°N) (6). Prevalences of SAD and S-SAD were found to correlate positively with latitude; and this was consistent with earlier surveys, not based upon the SPAQ (7, 8).
In par t because SAD and S-SAD respond to phototherapy (1, 4, 5, 9-12), the idea that prevalences of these disorders vary directly with latitude was for many years the received view.
However, in 1993, Magnússon and Stefánsson published the results of an SPAQ study on SAD and S-SAD conducted in Iceland (13) , located at 63.4°-66.5°N latitude. This study revealed that the prevalence rates for SAD and S-SAD were markedly lower in Iceland than in three of the American locations studied by Rosenthal, locations lying 21°-27.5° to the south of Iceland. Magnússon and Axelsson (14) also found that the combined prevalence of SAD + S-SAD in Manitobans of wholly Icelandic descent (living at approximately 50.5°N latitude) was only slightly higher than that reported by Rosenthal and coworkers from Sarasota, Florida, lying 23.5° to the south. These findings were inconsistent with any simple form of the latitude hypothesis and suggested that genetic factors might play an impor tant causal role in SAD and S-SAD, an idea subsequently corroborated by Axelsson and associates and others (15) (16) (17) ; but Axelsson and co-workers (18) also found indications that non-light-related environmental factors might also play a role in the development of SAD.
The present study compares prevalences of SAD in Manitobans of wholly Icelandic descent (a) living in Winnipeg, located at 50°N latitude and (b) living in the nearby Interlake disctrict, located at 50.5°N latitude. The point of this comparison is to determine, following up on Axelsson et al, whether there is a significant residual difference in the prevalence of SAD, unexplained either by latitude (i.e. presumed exposure to ambient light) or by genetic factors.
P a r t i c i p a n t s a n d D e s i g n
Previous studies have identified a population of wholly Icelandic descent living in Manitoba. (19, 20 (21), exhibits a remarkable degree of genetic homogeneity (22) . For the purposes of the present research, a study population consisting of 250 adult residents of the City of Winnipeg was identified and sent the SPAQ by mail; 210 (84%) responded. A second study population consisting of 300 adult residents of the Interlake district (a rural area some 90 miles to the nor th of Winnipeg), had been identified and sent the SPAQ by mail in an study conducted two years earlier (14) , yielding 252 responses (84%). The data thus obtained from these two populations were analyzed and compared, in order to determine whether there was a statistically significant difference in the prevalence of winter SAD between the groups. The SPAQ has various components, including six scales that measure seasonal variations in mood, appetite, weight, sleep, energy and social activity. The sum of the scores on these six scales yields the Seasonality Score (SS), which can range from 0 to 24. In addition, the questionnaire evaluates the degree to which seasonal changes are experienced as a problem and identifies the months of the year in which subjects feel best and worst. Regrettably, not all SPAQ-based studies use the same criteria for SAD; our criteria were an SS >11, "feeling worst" in a period including January or February, and experiencing seasonal changes as a problem to at least a "moderate" degree.
P r i n c i p a l O u t c o m e P a r a m e t e r s
The principal outcome parameters were age-and-sexstandardized prevalence rates of SAD; age standardization was performed using the "world standard population" truncated to ages 15-74 years (23) .
RESULTS
The age-and-sex-standardized prevalence rates of winter SAD proved to be markedly higher in the Winnipeg population than in the Interlake population: 4.8% and 1.2% (p<0.001), respectively.
